In order to assess the progress made by a child undergoing treatment for the physical defects associated with cerebral palsy, it is necessary to adopt a scheme which is simple, easy to work, capable of alteration and, above all, free from ambiguity. Such terms as 'improved,' ' making progress,' mean little or nothing and lead to a dangerous self-deception on the part of those employed in any scheme of treatment. Complicated assessments sooner or later succumb to human error and become observed in the breach. Inelastic schemes need constant recasting.
The following procedure is based on the use of skill charts very similar to those designed by Phelps. It will be seen that these charts are expressed entirely in terms of physical functions and that these functions are of the simplest form, but are, at the same time, fundamental for complete physical ability. In this scheme the skill charts are of two kinds, viz., physiotherapy charts and occupational therapy charts. This merely represents the division of the work undertaken by the two departments, and the arrangement can be altered where no occupational therapy department exists. The School these records are kept separately, and it is possible to see at a glance where the incidence of the handicap is greatest, and whether the child is responding better to one or other of the two forms of therapy. This arrangement shows where alterations in treatment schedules should be made.
Taken over a period of years it should be possible to gain a reasonable idea of the types and ages likely to benefit most.
Examination of the figures in Table I provides some more general information, although its value is limited by several factors: (1) The groups of cases of different types are small. (2) The patients are a selected group of children over 5 years old, with handicaps which had prevented them from going to school but were not severe enough to make them bedridden. They are not subject to frequent epileptic attacks. These children were chosen because they appeared, when examined by a paediatrician and myself, usually with the help of a psychologist, to offer the possibility of a good response to treatment. Furthermore, they are the patients who were at the school in December, 1949. One who was admitted in that month has been omitted, and also 18 who improved enough to go to other schools before December, 1949 The intelligence quotients of these children were calulated after repeated testing by Miss E. M. Dunsdon and Mrs. H. Clark working independently. In most cases the difference between the estimates was small. In Table 1 the mean of the intelligence quotients obtained by the two observers is stated. In 18 children the I.Q. was between 70 and 99 (average 88); in the other 15 children it was 100 to 140 (average 119). The two groups were fairly evenly balanced in respect of age, type of paralysis (Table 2) , number of skills on admission, and duration of treatment (Table 3 ). Contrary to expectation, the average increase in the score of skills was not lower in the children with low I.Q.s than in the highly intelligent children. This observation, based on the performance of a small selected group of children, none of whom was mentally defective, is perhaps not generally applicable, but one is so accustomed to the idea that high intelligence is needed if a child with cerebral palsy is to benefit much from skilled therapy that it is encouraging to find that some of the less intelligent can do well. Doubtless they will not benefit to a similar degree from further education, for these records of skills represent elementary achievements, which are nevertheless of immense practical value.
Types of Disease In a similar way the progress of cases of different neurological types may be considered. There are too few hemiplegics and ataxics for this purpose, but children with paraplegia, spastic tetraplegia, and athetoid tetraplegia may be compared (Table 4) . In paraplegics the effect is difficult to assess as they Evans's (1946) experience that 90%0 of athetoid and 10%' of spastic children are educable may be generally true, but it was not so in this small group.
A scheme for the assessment of progress in the treatment of cerebral palsy is described. Results obtained at St. Margaret's School since November, 1946, are tabulated. With these tests, it is easier to make a large numerical advance from an initial low score than from a high one.
In these cases greater improvement was observed with prolonged than with brief treatment. Improvement was not less in children with relatively low intelligence quotients than in the more intelligent, and spastic tetraplegia was as suitable for treatment as athetoid tetraplegia.
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